
FOR DEPARTMENT USE ONLY
ACCOUNT NO. STATISTICAL CODE

EFFECTIVE DATE DATE EMPLOYER NOTIFIED

CLASSIFIED BY DATE CLASSIFIED

10969 Trade Center Drive, Ste. 203, MIC 94
Rancho Cordova CA 95670-6140 (916) 464-2500

APPLICATION FOR ELECTIVE COVERAGE
BY DISABILITY INSURANCE (Exempt Family Empl.)

Reference:  Section 702.5 of the California Unemployment Insurance Code.

PLEASE PRINT OR TYPE
SEND NO. OF EMPLOYEES

IMPORTANT
This form is not an application for an account number under the compulsory provisions of the California Unemployment Insurance Code (CUIC). Do
not complete this form unless both the owner of the entity described herein and its family employees, exempt under Section 631 of the CUIC, wish
to have the employees’ services voluntarily covered for State Disability Insurance under the provisions of Section 702.5 of the CUIC.

 1 EMPLOYER NAME SOCIAL SECURITY NO.

 2 BUSINESS NAME

 3 BUSINESS ADDRESS NO. AND STREET CITY AND STATE ZIP CODE

 4 MAILING ADDRESS NO. AND STREET CITY AND STATE ZIP CODE

YOUR EMPLOYMENT DEVELOPMENT DEPARTMENT ACCOUNT NUMBER(S), IF ANY

 6 NATURE OF BUSINESS (CHECK ONE)

RETAIL TRADE SERVICE MANUFACTURING AGRICULTURAL

WHOLESALE TRADE REPAIRING CONTRACTING OTHER

DESCRIBE PRODUCT OR SERVICE MANUFACTURERS: LIST PRINCIPAL PRODUCTS IN ORDER OF IMPORTANCE:

 7 IF YOUR BUSINESS IS SEASONAL IN WHAT MONTHS DO YOU OPERATE?

 8 DO YOU EXPECT TO REMAIN IN BUSINESS FOR THE NEXT 8 CALENDAR QUARTERS?

 9 WHAT TYPE OF SERVICES ARE PERFORMED BY EXEMPT FAMILY EMPLOYEES?

10 DO YOU REPORT (OR ARE YOU REQUIRED TO REPORT) TO SOCIAL SECURITY FOR EXEMPT FAMILY EMPLOYEES?

YES

NO (PLEASE EXPLAIN):

11
HOW MANY EMPLOYEES WILL BE COVERED BY THIS AGREEMENT?

12
WHAT IS THE NUMBER OF LOCATIONS AT WHICH YOUR BUSINESS IS CONDUCTED IN CALIFORNIA?

LIST LOCATIONS COVERED BY THIS APPLICATION

13
Deductions should not be made from your employees’ wages for the purpose of paying contributions until your application has been approved.
If deductions have already been made, state from what beginning date.

DEDUCTED FROM (DATE) AMOUNT
$

WERE SUCH DEDUCTIONS MADE ON ALL EMPLOYEES COVERED BY THIS APPLICATION?

14
ON WHAT DATE DO YOU DESIRE ELECTIVE COVERAGE TO BEGIN?

CONTINUED ON PAGE 2
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List the name, ages, relationship and social security numbers of those electing
the coverage. The signature of each employee electing the coverage is required
for this election. (If more space is needed, please attach a continuation sheet
with the needed information and signatures.)

Is this person currently
performing normal and
customary services in
connection with the operation of
your business? (If no, explain
below)

Has this person presently
performing services filed a
claim for benefits within the
last three months?

How long has the
person been working
in your business?

Will you pay wages
to this person?

If so, how often?
(Weekly, monthly,
etc.)

NAME AGE RELATIONSHIP

SIGNATURE SOC. SEC. NO.
  YES   NO   YES   NO   YES   NO

How often?

NAME AGE RELATIONSHIP

SIGNATURE SOC. SEC. NO.
  YES   NO   YES   NO   YES   NO

How often?

NAME AGE RELATIONSHIP

SIGNATURE SOC. SEC. NO.
  YES   NO   YES   NO   YES   NO

How often?

NAME AGE RELATIONSHIP

SIGNATURE SOC. SEC. NO.
  YES   NO   YES   NO   YES   NO

How often?

EXPLANATION

NOTE: If your application is approved, the elective coverage agreement will be subject to all of the requirements and conditions of the CUIC Sections 631, 702.5, 704 and 707.

Eligibility for state disability insurance benefits under the CUIC does not begin with the commencement date of coverage. Generally, a minimum of 7 months   must elapse from the  
commencement date of coverage before a valid claim may be filed based solely on wages reportable under your election.

CERTIFICATION:

I, the undersigned, certify that the statements made in this application are true and correct to my best knowledge and belief. I hereby elect and make application to have the exempt family services
considered as employment subject to the CUIC for state disability insurance only. The elective agreement is to be in effect for at least two complete calendar years or until termination of  
employment in my business. The elective agreement may be terminated by filing a request for termination by January 31 of any year following two complete years of elective coverage.  

EMPLOYER SIGNATURE

4
DATE RESIDENCE ADDRESS STREET AND NUMBER

CITY AND STATE ZIP CODE BUSINESS PHONE RESIDENCE PHONE

ALSO NOTE: The employees who are covered by election under Section 702.5 of the CUIC, are also subject to the California Personal Income Tax (PIT) withholding law.
The agricultural employees are not subject to the California PIT withholding law, unless both the employer and employee agree to have the state PIT withheld.

Wages and Contributions — Section 702.5:

Social Security Number Disclosure:

Contributions to be paid for ‘Family Employment’ elective coverage are to be based upon actual wages paid to covered family members for services
performed up to a maximum wage limitation for the year for each family member.

There is no provision in this section to permit the contributions to be based on other than actual wages paid.

The amount of any disability benefits paid will also be determined on the basis of wages paid.

The disclosure of your Social Security Account Number is mandatory under the Federal Tax Reform Act of 1976.  The number will be used for
identification purposes and will be available only to authorized personnel within the Employment Development Department and other government
agencies as permitted in Sections 322 and 1095 of the CUIC.
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